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EMB (400 mg)

PZA (500 mg)

Treatment Completed Date: ___________________

MEDICATION DOSAGE FREQUENCY START DATE

In boxes:   Initial days DOT witnessed;  place ' P ' if packet given;  or ' 0 ' if appt is missed & state why on back of form.

Patient's Name: ________________________________          Address: ________________________________________

Outreach Worker/Nurse Initials  InitialsSTOP DATE

INH (300 mg)

RIF (300 mg)

TUBERCULOSIS
DOT Calendar Log

Birth Date: _________________   Phone: _______________  Site of DOT: _____________________________________ 

Special Instrutions: __________________________________________________________________________________
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May 2008 June 2008

July 2008


